I. C., SCHOOLGIRL, aged 13 years, was brought to the out-patient department of St. Bartholomew's Hospital by her mother on account of thirst and polyuria. Shortly afterwards she was admitted to President Ward. History: Good health until four years ago, when her mother noticed that she was not growing, and the child developed unusual thirst. This thirst came on gradually, and has continued since. At that time she was drinking about eight cups of tea and eight glasses of water in twenty-four hours. Frequency of micturition D. 7-8, N. 3-4 . Two years ago the school doctor observed that the child was losing weight; she was taken to a general hospital, and according to the mother the case was diagnosed as diabetes. Since then her health has been good. She is in Standard VI, and joins in games with other girls of her age. Her only symptoms have been occasional morning headaches, in the left frontal area, which pass off during the day, in addition to the polyuria and thirst already referred to. Appetite has been fair, digestion good, except for occasional pain in the umbilical region during the past month; bowels open regularly with saline. There has been no dyspncea, no puffiness of the face or legs, no visual disturbance.
Past history: None of scarlet fever or sore throat. History of head injury on three separate occasions, not attended with loss of consciousness. Measles and whooping cough in infancy.
Family history: Nothing of importance. On admission, November 14,1923: General condition good, skeleton normal, body small for her age, weight 58 lb. No puffiness of the face or limbs; complexion clear, but pale. Teeth, tongue, fauces and neck showed nothing abnormal. Cardio-vascular system: Heart normal except for a soft systolic murmur at the apex of doubtful significance, and heart sounds at both apex and base rather louder than normal. Pulse 100 on admission, became steady about 88, regular; volume and character about normal; perhaps a little hard. Blood-pressure 96-54, and later 115-75 mm. Hg. Radial artery palpable. Retinal vessels normal. No change in the fundus oculi. Kidneys: Not palpable, and no renal tenderness. Urine: Quantity in twenty-four hours varied between 2 and 3 litres. Specific gravity 1003. Trace of albumin. No sugar. Very pale in colour. Deposit from a catheter specimen showed a few red blood cells and white blood cells, no casts and no crystals. In another specimen renal epithelial cells were seen.
The following special examinations were carried out: Radiogram of pituitary fossa; report states that pituitary fossa appears normal in outline and size; the sphenoidal and frontal sinuses appear quite undeveloped. Blood examination: Wassermann reaction and sigma negative; urea, 200 mgm. per cent. (Dr. Graham); red blood cells, 3,830,000; heamoglobin, 44 per cent.; colour index, 058; white blood cells, 10,400; differential count: polymorphs, 56 per cent.; lymphocytes, 32 per cent.; large mononuclears 11 per cent.; basophils, 1 per cent.; eosinophils -. MacLean's urea concentration test showed gross impairment of renal function; after 15 grm. urea the percentage of urea was less than 1 per cent., and only reached 1 grm. in the first hour and 09 grm. in the second hour.
Diagnosis: Chronic nephritis, probably without arterio-sclerosis; uraemia.
AEtiology, ? congenital kidney defect.
The diagnosis of chronic nephritis as distinct from diabetes insipidus was made on the presence of a trace of albumin in the urine and the presence of cells in the urinary deposit, the retention of urea in the blood and the evidence of failure of renal function, as shown also by the urea concentration test.
The patient's symptoms, which are those commonly seen in chronic urLemia, supported the diagnosis. The next point of interest is the absence of any indubitable signs of arterio-sclerosis; thus, the retinal vessels are normal, the blood-pressure, condition of the palpable arteries and the size of the heart (as estimated by clinical examination) vary little from the normal. Different types of chronic nephritis in children are not as yet clearly defined, but the present case is in contrast in its cardio-vascular aspect to the group of cases in which there is marked cardiac hypertrophy and persistently raised bloodpressure. Whereas in the present case there is probably little arterio-sclerosis, in the cases with marked cardiac hypertrophy there is diffuse hyperplastic sclerosis.' The cause of the disease in the present case is obscure. The clinical history of the case is simply that of the gradual onset of failure of renal function, and there is no history of nephritis or of disease commonly complicated by nephritis. It is suggested that there is a congenital renal defect in this patient, since congenital abnormality of the kidneys is not uncommonly found in cases of chronic nephritis in children.
Some Suggestions concerning the Medical Statistics of Children.
By BERNARD MYERS, C.M.G., M.D.
AN eminent physician lately spoke at a Section of the Royal Society of Medicine and expressed the view that medical statistics were unreliable and of not much importance. It is quite a commonplace saying that anything can be proved by statistics; if such were the case there would be no necessity to waste time in an endeavour to prove their value, but the point of misunderstanding is probably due to a difference in the hypothesis from which we start, the accuracy of our methods and the logic and efficiency of our deductions.
A statistician should be absolutely honest, fair, accuiate and painstaking in his work; he should clearly understand the subject under consideration, have a
